Varicose veins do not threaten life and are seldom disabling, but they cause a considerable demand for medical care. During one year in the United States of America one person per 100 of the population sees a doctor at least once because of varicose veins' and almost 100 000 excision and ligation operations are carried out, each causing an average stay of 6-4 days in hospital.2 The possible role of varicose veins as a risk factor or, more plausibly, as a risk marker for deep venous thrombosis and pulmonary embolism, with which they are statistically associated,3 has not been fully appraised.
The prevalence of varicose veins varies markedly, and is highest in developed countries." Despite interest in this variation and its possible implications for aetiology and prevention, there have been few detailed population-based studies of the correlates of the disorder.
An opportunity to study the prevalence and correlates of varicose veins was provided by a community health survey conducted in Among women, when age was controlled there was a significant relationship with a history of at least one pregnancy (odds ratio, 1-7; p = 0-0011), but none with the number of previous pregnancies. The age-standardised prevalence of varicose veins was 24-0% in never-pregnant women aged 20+ and 31*7% in women with at least one previous pregnancy. This association was mainly accounted for by the findings in the 25-34 age group, and became non-significant (p = 0.12) when this age group was excluded. There was a significant association (p = 0.0001) with the number of previous pregnancies in the 25-34 age group only.
When age and sex were controlled, no significant associations were found with social class, smoking, the reported frequency of stools, the lifting or carrying of heavy weights, physical exertion at work, the number of emotional symptoms, parental consanguinity, systolic blood pressure, the palpability of pedal pulses, a history of haemorrhoids, or the presence of coronary heart disease, diabetes, or congestive cardiac failure. Among women there were no significant relationships (controlling for age) with menopausal status or pregnancy; the age-standardised rate of varicose veins was slightly lower among pregnant women. ANALYSIS OF VARIANCE Analysis of variance was used to examine the specific effects of age, weight, height, and region of birth, which together accounted for 13.4% of the variation in varicose veins in men aged 20+ and 10-7% in women. Age had a significant specific effect in each sex, weight had a significant effect in women only, and region of birth in men only (Table 3 ). When Table 3 b1704 men and 1070 women. separate analyses were carried out for people aged under and over 45, the specific effect of weight was significant among both younger and older women, and also among younger men; the effect of region of birth was significant in older people of each sex. Height had no significant specific effect in any age sex group. The age-specific analyses revealed no significant interactional effects. When work posture was added to the analysis of variance, using data for gainfully employed people aged 20-64, this variable was found to have a significant specific effect in each sex, somewhat stronger among women (Table 3 ). The inclusion of work posture in the analysis of variance produced little change in the specific effects of the other variables. Its inclusion raised the proportion of explained variance (R2) among workers aged 20-64 from 8 9% to 9*4% in men and from 9 1% to 10*4% in women.
To estimate the magnitude of the effects, adjusted prevalence rates were calculated by multiple classification analysis, controlling for the variables included in the analyses of variance (Table 4) . At 45+ the adjusted prevalence of varicose veins was much lower among immigrants from North Africa than other immigrants. In each sex, the adjusted rate for workers classified as 'mainly standing' was over one and a half times as high as for workers who mainly sat.
Analyses of variance in which the habitual wearing of stockings and corsets were entered together with age, weight, and region of birth showed that both the former variables had small but significant specific effects, with beta values of 0*6 and 04 respectively. The specific effects of age, weight, and region of birth were not altered by the inclusion of these two variables. Since there was a significant interaction of corset-wearing and weight, adjusted rates by corset-wearing (controlling for age, height, and The female: male ratio was 2*8 in Jerusalem and 1 9 in Tecumseh. This difference in sex ratio remained apparent when very slight varicosities were excluded from the Tecumseh data, the adjusted rates then being 22-7% for women and 10-8% for men (ratio, 2.1).
In the Jerusalem sample, varicose veins were positively associated with both weight and height. The associations with weight remained significant, except among older men, when height was controlled in the analysis, but the association with height became non-significant when weight was controlled (Table 3) . The relationship with weight confirms findings in other populations,5 14 although in some of these the association with weight appeared weaker than that with height. The marked female preponderance of varicose veins in the Jerusalem sample may be related to the fact that the prevalence of overweight (body mass index 2* 8 g/cm2 or more) in our study population was 1*4 times as high among women as among men. '5 In the USA the corresponding sex ratio is 1.1 if overweight is defined as 10% or more above standard weight and 1-7 if it is defined as 20% or more above standard weight.16
Our results support the notion that prolonged standing can contribute to the development of varicose veins. This is a widely and long-held belief for which little reliable and convincing evidence exists.4 Our findings resemble those in a study of women cotton workers in England, which revealed an association with standing after adjusting for the effects of age, weight, parity, and tight garments.5 Among men examined by civilian medical boards in England in the 1940s, prevalence was highest in boot and shoe factory workers, who stood all day, and lowest in clerical workers; age was controlled in this analysis. '4 In a study of workers in a New York department store, in which confounding effects were not taken into account, prevalence was relatively high among women (but not men) who usually stood
